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/\\ OVERMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

August 19, 2011

- Ms. Meagan Buckiey, Administrator
Berlin Health & Rehab Ctr
98 Hospitality Drive
Barre, VT 05641
Provider ID#. 475020

Dear Ms. Buckley:

Enclosed is a copy of your-acceptable plans of correction for the survey conducted on July
20, 2011. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or mamtaln substantial compliance, remedies
may be imposed.

Sincerely,

SRR

Pamela M. Cota, RN
Licensing Chief

PC:ne

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation


http://www.dail.vermont.gov
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F 000 | INITIAL COMMENTS F 000
An unannaunced onsite recertification survey
and complaint investigation wera conducted by
the Division of Licensing and Protection from
7/18/11 to 7/20/11. The following regulatory ‘ i
deficiencles were clted. Corrective action:
F 242 | 483,15(b) SELF-DETERMINATION - RIGHT TO F242| F242
5$S=p | MAKE CHOICES ' 1. Resident #183 evaluated and no
: pegative outcome resulted from
The resident has the right to choose actlvitles, this alleged deficicnt practice.
schedules, and health oare consistent with his or 2. Meal tray ticket erTor was
her Interasts, atsessments, and plans of cara; carrected and dietary preferences
Interact with members of the community both reviewed and updated on care plan.
inside and outside the facliity; and make chaices 3. All residerts with specisl diets and
about aspects of his or her life in the facility that : allergies are at risk.
ars significant to the resident. 4. Dietary 1o ensure special
restrictions and allergies are
identified and followed.
I;wls REQUIREMENT is nat met as evidenced 5. Re-educate dictary staff on diet
Based on observation, resident and staff’ tray card accuracy.
Inferview, and raview of the medical record, the 6. Random weekly andits to be
facility failed to honar the food preferencas and performed by Dietary Manager or
medical food restrictions of 1 of 17 residents in designee to determine continued
the Stage Il sample (Resident #183). Findings compliance with plan.
include; 7. Dietary Manager shall report out to
g QAA commitree monthly x3 at this
On 7/18/11 at 2:05 PM during the Stage | resident time frequency of further
screening nterview, Resideant #183 indicated that surveillance shall be detcrmmed by
s/he does not receive the food s/ha prefers on committee, :
histher meal tray and that his/her digtary 8. Corrective actions shall be
restrictions are not honored. Per observation of complete by 8/20/2011
the meal service at 5:00 PM an 7/18/11, Resident .
#183's tray containad a ham salad sandwich on
white hread, mashed potatoes, tomato soup, a
cookie, coffae creamear, sugar, a packet of
ketchup, tea and a mighty shake. The dietary teg
on the residents tray Indicated the tray contained
LABORATORY
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BERLIN HEALTH & REHAB CTR
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{X4) Ip
PREFIX
TAG

SUMMARY STATEMENT QF DEFICIENCIES
(EAGH DEF|CIENCY MUST BE PRECEDED 8Y FULL
REGQULATORY DR L.SC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CRQSS-REFERENCED TO THE APFROPRIATE

DEFICIENCY} )

p
PREFIX
TAG

Lo}
COMFLETION
PRYE

F 242

F279
58=D

‘utllized for Resident #183 due to a diet

Cantinued From page 1

a aheesehurger, french {ries, chickan naodle
soup, tea, sugar, ketchup, a cookie and a mighty
shake. The dietary tag also jndicated that tha
resident (ikes whole Whaat bread, fruit and
cottage cheesa and alzo Indicated that the
resident was not fo have any tomato products,

Review of tha medical record Indicated that
Resldent #183 has medical diaghoses af racent
surgical repair of a hlatal hernla and GERD
{gastroesophageal reflux dissase). Review of the -
nutritional care plan dated 5/23/11, Resident #1863
hag aliergies to tomataes and pineapple.

On 7/1B/11 at 5:30 PM, during interview with the
Dletary Service Manager (DSM) and the
Registared Dietician (RD), they had changed the
menu and substituted tomato soup for the
chicken naodle. The RD indjcatad that the rem
salad sandwich and the mashed puatatoes where

consistency of mechanlcal soft. The DSM
indicatad that the line servers had not read the
tioket when placing the ltems on Resldent #183's
tray. The RD, PSM and the District Manager
confirmed the potentlal for allergic reactions and
medical Izsuag from nat adhering to the residents
dietary restrictions was of concam.

483,20(d), 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facifity must uss the results of the assessment
to devalop, reviaw and revise the resident's
comprehensiva plen of care.

The faoflity must develop a comprehensive cara
plan for each resident that Includes measurable
ijectives and timetables to mest a resident's |

F 242

Tary P0C ocespted

F278

¥fiefy
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include:;

The care plan must describe the services that are
to be furnished to attaln or malntein the resident's
highest practicable physical, menta, and
paychasacial well-belng as requimd under
§483.25; and any sarvices that would otherwise
ba reqlired under §483.25 but ara not provided
due to the resident's exerciee of rights under
§483.1Q, including the right to refuse treatment
under §483,10(b}(4).

This REQUIREMENT |s nat mat as svidenae
by: '
Based an observation, Interview and recard
review, the facility failad to assure thata
comprehansive care plan was developed th
address all identified needs for 1 of 17 residents
in the stage 2 sample. (Resldent#129) Findings

Per record revlew on 07/19/11, Resident #128's
chart had an inftial Interim care plan dated
0&/27111 that listed general categories of care but
nat individualized approaches for tha resident
regarding prefarances/needs for dressing and for
graomiing {assistance with shaving) and to have
family member present for physician visits. The
comprehensive assassment was completad on
0710711 which identified the resident's objectives
for the highest leve! of functioning, likes and
dislikes, such as family notlfication and dressing.
Per abrervation during the 3 days of survey the
reeident was nated ta have only a johnny shirt
(hospital gown) and was unshaven. Per jnterview

“Joony” at times and refuses

this alleged deficient practice.

2. Comprehensive care plan was
completed on 7/19/2011.

3. All residents needing a
comprehensives care plan are at
risk.

4. 'Nursing department to ensure
comprehensive care plans are
completed timely by 8/20/2010.

5. Re-Educarc unit mjanagers
regarding completion of
comprehengive care plans,

6. Random weekly audits 1o be
performed by Director of Nursing

compliance with plan.
7. Director of Nursing or designee

monthly x3 at this time frequency
of further surveillance shall be
determined by committee.

8. Corrective actions shall be
complete by 8/20/2011

Ta19 Pe

asyistance with self care elements,
D0 negative outcome resulted from

or designee to determine continued

shall report out 1o QAA committee

peccpted 245/

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
STATEMENT QF DEF|CIENCIES (X1} PROV|DER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) PATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
475020 B. WING 0712012011
NAME OF PROVIDER OR BUPFLIER STREET ADDRESS, CITY, &TATE, ZIP GODE
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AB CT
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0%4) 1D SUMMARY STATEMENT OF REFICIENCIEB D PROWIDER'S PLAN OF GORRECTION 08
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DEFIGIENCY)
F 279 | Continued Fram page 2 F279 .
‘medical, nursing, and mental and psychosacial Corrective action:
needs that are identified In the comprehensive F279
asaesement. 1. Resident #129 cvaluated and
continues to prefer to wear a

FORM CMES-2587(D2.86) Areviaus Verslang Dheo|ste
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PREFIX
TaQ

BUMMARY ETATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IOENTIFYING INFORMATION}

o)
PREFTX
TAG

PROVIDER'S FLAN OF CORRECTION
(EACH CORRECTIVE ACTION BHOULD RE
CRO§S-REFERENCED TO THE APPROFRIATE
DEFICIENCY)

(Xs)
COMPLETION
OATE

Fa73

F 281
$8=D

‘confirmed that the comprehensive care plan was '

Cantinued From page 3

on 47/18/11 at 3:45 PM, a family member stated
"l was never told that | should bring in clothes
until yesterday but | didn't know | needed to, ;
[Resident #12€] never went to the doctors or |
anywhera that much so | wasn't sure what to do".,
The famlly member was also upset that staff did |
not ajert her that [Resident #129] was going to the
urologlst yesterday and that a/he was afrald. Per
interview at 4.10 PM on 07/19/11, the resident
stated "I don't want to bs a burden, but It would
be 0.k. fo have & shave and ta get a shirt on
sametime, | just don't kinow how things work
here", The residant also stated that “1 would reallyl
like it if my daughter comes with ma to the :
dogtors and | fald them that when | got here". Pef
Interview on 07/18/11 at 4:30 PM the Unit Nurse |

not campleted to address all identifled naeds.
483.20(k)(3)(/) BERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arrangad by the facillty
must meet professianal standards of quatity.

|
|
Zhis REQUIREMENT is not met as evidanced |
Y. . ‘ ‘ :
Based on interview and record review, the facllity|
falled to meet prefessional standards of quality
regarding adminletration of explred medications
ar obtaining, following, and documanting j
physician arders for 2 of 17 residents in the Stage
2 gample (Residents #8, #58).' Findings includs; |

1, Per racard review of the MAR (Medication
Administration Record) for Resldent #58,
Nephro-Vit Is written as to be given at 8:00 PM, |
hawever a physician order was written ta be gfveni

F 278

F 281

FORM CMS-2587(02-26) Previous Versians Obsolate Evant ID: RMBHA 4

FadiBy I0: 475020
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| Corrective action:
F 281 Continued From page 4 F 281} F 281
at 8:00 PV, Per interview on 07/20/11 at 3:.00 \ 1. Resident #8 and #56 were
PM, tha staff nurse stated that the medication evaluated no negative outcome
was changed "becauss the resident requested It" resulted from this alleged deficient
and confirmed that the physician waa not notified practice.
| of the time change far this medication. In 2. Resident #56 physician was
B addition, Colace 100 mg (miliigrams), Ranexa contacted and order received to
500 mg ER (extended releass), and Morphine dminister medicati 3
Sulfate ER wers changed from 5:00 PM to 8:00 ;me;n;c: :;':1;:: ?:;lfe:;mmad
PM. The Unit Manager canfirmed on 07/20/11 at Resident #8 medication was
3:35 PM that there are no arders for the tme : discarded immediately
changes far admin|stration of these madications. 3. All residents receiving medications
[ and those residents receiving
2. Par absarvation, Interview, and record review, i medicatjons that require .
Residant #8 recelved medication (an I refrigeration are at risk. i
antiblotic)that was expired and staff falled to 4. Re-educatc licensed nurses
‘dacument administration of 2 doses of that regarding proper administration of
antfblatic. Physician ordars written for Resident # medications and obtaining
‘ 8 included "Vaneomycin [antibiotic] 5 milllliters physician orders.
[125 milligrams] PO [by mouth] dally until 6/20/11, 5. Random weekly audits to be
every other day for 14 daya, then every 3 days for performed by Director of Nursing
14 days, then ance weekly for 14 days, then or designee to determine continued
discantinua.”" Par ohsarvation of the madication compliance with plan.
storage ro]om on ‘A wing', both bottles of liquid 6. Director of Nursing or designee
vancomycin labalad for Resident #8 ware hall . i
axpired, with expiration dates of 8/18/11 and :n:nt;lep?g g: 21:1? g:Afigmme
6/24/11. Per interview on 7/20/11 at Y X AL ame trequency
4 n Bt 2:45 P, the of further surveillance shall be
Unit Manager confimed that both bottles wera determined by commi ni ’
past their expiration date. Resident #8 received 7. Corroctive actions shall b
multiple doems of the medicatian after the dates - Mo 1 'V%“S /Z"S snall be
of explration, Per review of the Medication complete by 8/20/2011
Adminlstratian Record (MAR), doses due on
718111 and 7/17/11 wera nat documentad as : (
belng administered. Per intarview on 7/20/11 st 33| @O C W@P?‘CA %/I 13 h
2:45 PM, tha Unit Manager [UM] confirmad that 'j QJJ
the doses due per physiclan's order an 7/8/11 " W
and 7/17/11 wera not iniimjed as glven an the
MAR,
FORM CMS-2587(02-06) Praviays Vamlons Otupisis . Event [D: RMBH 14 Facllly ID: 478020
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A

DEPARTMENT OF HEALTH AND

=fs S =

STATEMENT OF DEFICIENCIES X1] PROVIDERISU ; DATE GURVEY
AND PLAN OF CORRECTION ”] IDENTIFI%F:.‘?IOZPHUES‘B%%? X MULTIPLE CONSTRICTION "‘”cé‘»}pfé’r“eu
, A BULDING
, AT3020 B WING | 07/2012011 _
NAME OF PROVIOER QR SUPFLIER ' STREET ADDRESS, CITY, STATE, 2IP CODR
PERLIN HEALTH & REHAB CTR #8 HOSPTALITY DRIVE
. BARRE, VT 05841
(X4) 10 BUMMARY STATEMENT OF DEFICIENCIES 0 FROVIDER'S PLAN OF CORRECTION xs)
PREFIX (BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD @E CaMPLEYION
TAG REGULATDRY OR L&G IDENTIFYING INFQRMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 281} Continued Fram page 5 F 281
References: ‘
1. Lipplncott, Williams & Wilkins. Nuraing 2010 sve action:
Drug Handbook, pg 13-18, ' \ fg;r;mve action:
2. Lippincott Manual of Nursing Practice (6th ed.), ! .
Wolters Kluwer Health/LippIncott Wiliams & ? 1. Resident #32 and #183 were
Wilkins, pg 17. | : evaluated no negatwe outcome.
F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282 ;’iﬁz‘e‘ from this alieged deficient
R A - -, practce.
§8uD | PERSONS/PER CARE PLAN 2. Resident #52 care plan was
The services provided or amangad by the faciity . adjusted to meet the resident’s
must be pravided by qualified persons In ' needs. Resident #183 meal tray
accordanoe with each resident's written plan of . ticket error was corrected and
care, dietary preferences reviewed and

updated on carc plan. |

: ' 3. All residents requiring assistance

This REQUIREMENT is not met as evidenoed " with repositioning and, nutritional
by: preferences/special diets/allergies
Baged on observation, recard review and are at risk. ‘
interview, the fallity failed to provide services 4. Re-educate licensed nurses
according to the care plan far 2 of 17 rasidents in regarding monitoring expiration
the Stage 2 sample (Residents #92, #183) dates of all medications. Re-
Findings include: educate dietary staff on diet tray
1. Per observations on 67/18/11 and 07/2011, card accuracy.
Resident #92 remained In a ger-chair withaut 3 Ragdom weekly audits to be
being repasitioned or talleted for greater than 3 performed by Director of Nursing
hours. Par continuous ohservation on 07/19/11 ' and Dietary Manager or desigoee
from 915 AM until 12:16 PM, the resident was fo determine continued compliance
observed in tha same position with the legs up at with plan. _ _
45 degrees, and with a pillow on the right side, in + 6. Director of Nursing and Dietary
the hallway near the main dining roam. Staff did ' Manager or desiguee shall report
not offer to reposition or tailet the resident prier to out to QAA committec monthly x3
or afler the meal. Per observation on 07/20/11 ‘ at this time frequency of further

| from 816 AM -11:15 AM, Resident #92 was in surveillance shall be determined by
the gerl-chair with legs elevated. Per record committee.
review, the care plan dated 5/10/11 for 7. Corrective actions shall be
ADL/FUNCTIONAL states that i addition o the complete by 8/20/2011

FORM €M&.2687(02-88) Pravioue Vers|ons Opsojata Evant 1D; RMAH1 1 Faejity 1D; 476020
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FORM APPROVED

475020

{¥2) MULYIFLE CONSTRUGTION
A BUILDING '

B, WING

(X3] DATE BURAVEY
COMPLET®D

07/20/2011

NAME OF PROVIDER OR BUPPLIER
BERLIN HEALTH & REHAB CTR'

SYREET ADDRESS, CITY, STATE, 2IP CADE
8A HOSPITALTY DRIVE
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oD - |
PREFX
TAG

SUMMARY STATEMENT OF DEFICIENCIER
(EACH DEFICIENCY MUST BE PRECEDED BY FLILL
REGULATQRY OR | SC [NENTIFYING INFORMATION)

0 PROVIDER'S PLAN OF CORRECTION

o
: cavpLETION
PREFIX (EACH CORREGTIVE ACTION SHOULD BE T

TAG CROSS-REFERENCED TO THE APFROPRIATE -

DBMICIENCY)

F 282

.| the mediaal recard Indicated that Resident #1823
‘| has madical diagnoses of racant gurgical repalr of

‘review of the dietary siip on the tray, it indicatad

Continued From page 8

resident requiring extensive assist for bad
mobility and requiring & mechanical lift far
transfers, Resident #92 is {0 be checked and
changsd bafore and after meals (incantinence
care). Perthe LNA (Licensed Nuraing Ass|stant)
llat care plan, Resident #92 I3 ta be raposlitioned
avery 2 hours and states to offer a urinal or to
check and change befare and after meals

Per interview on 07/20/11 at 2:00 PM the LNA
stated "| got [Resident #32] up arund 7-ish,
washed, sarved breakfast, sat in chalr near
nursing station, and then out in hallway near
dining room, and just now did the incantinence
cara”", Sihe confirmed that on 7/20/11 Reaidant
#92 was not repositioned for greater than two
hours, nor checked and changed before and after
meals. The Unit Manager at 2:15 PM on
07/20/11 canfirmed that care and services were
not provided as care planned for this residant.

2. Per racard review on 718/11 of the nutritional
care plan dated 5/23/11, Resident #183 has
allergies ta tamatoes and pineapple. Review of

a hiatal hamia and GERD (gastro esophageal
reflux digaase), Par abservation of the meal
service at 5:00 PM on 7/18/11, Resident #183's
tray contalnad a ham salad sandwich on white
bread and tomato soup. Per interviaw on 7/18/11,
Resident #183 Indicated that s/he was not to have
tomato soup per physiclan's instructiona. Per

that Residant #183 llkes whole whest braad,
coftage chesse and fruit and is not to have
tomata aroducts,

F 282},

FORM CMS-2587((02-60) Pravioye Vansiana Obsolate Event ID; RMBH11

Faciiity (D: 476620 ' )t continuatian shest Page 7 of 14
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NAME OF PROVIDER OR SLPPLIER - STREET ADORESS, CITY, STATE, ZIP COBE
H & REH 98 HOBPITALITY DRIVE
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SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION XE)
é:g!& (EACH DEMCIENCY MUST BE PRECEDED Y PULL PR‘EHX (EACH CORRECTIVE ACTION BHOULD BE Cm'g‘hﬁ_zﬂw
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F 282 | Continued From page 7 ' F 282

On 7118111 at 6:30 PM, during interview with the
Dietary Service Menager (D8M) and the
Registared Dieticign (RD), they had changad the
manu and substituted tomata soup for the
chicken noodle. The DSM ijndicated that the line ¥ 392 P@ ¢ MP
servers had not read the ticket when placing the 9% / ,<g
iterna on Residant #183's tray. The RD, DSM and éé

the District Manager confimmed the putenhal far

allerglc reactions and medical issues from not
adharing to the resident's dletary restrictions was
of concern. -

F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309
832D | HIGHEST WELL BEING

| Each resident must recelve and the faclity must
provide the necessary care and services o altain
or maintain the highest practicable physical,
mental, and psychosaclal well-being, in
aceordance with the comprehensive assessment
and plan of care.

'tl;his REQUIREMENT is not met as evidenced
y: ' '
8aged on intsrview and record review, the facllity
failed to provide the necessary cars and servicas
to enaure each resident maintains the highest
practicahle physical well-being for 1 applicable
resident In the sample regarding the avoidable
}Aro!rsgnlng af a wound. (Resident #193) Findings
nclude:

1. Per record review, Resident 183 was
admitted on 7/1/11 with a scabbed area on
hisfer left ankle. The only documented
"assessment” of this wound was a circled left
ankfe on & body disgram, an indication that It was

FORM CIS~2567(02-00) Prevlous \arsiona Obsalels Event ID: RMBH11 Faallity (0: 475020 If continuation shest Page 8 of 12
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(cantimeters), There was no documented
asasasmant as to what the underlylng cause of
the wound was, whether |s was pressure related,
related to an (mpalrment In circulation, or other
cause. Thers was no documented assessment
ragarding the wound edges, shape, ar condition

of surrounding tissties on admission. -Per review

of the Treatment Administration Record (TAR),
thare was no documentation of any treatment to
the left ankle wound for a periad of 12 days after
admisslan. On the TAR, licensed staff indicated
"Intact skdn" on 2 occasiona during the same time
frame of 13 days since admission, when thase
wara 2 additional wounds other than the left ankle
wound that the resident was receiving
documented freatments for.

The first nurses' nate regarding the left ankle
wound, dated 7/12/11 indicated the skin
surrounding the hand scabbad area on the |eft
ankle is pink and ender to touch. A skin
condition report, dated 7/13/11 indicated the left
ankle wound measuras 1 cm by 1.2 ecm (8n
increase in size since adriasion), there was
presence of slough (a layer or mass of dead
tisswe separated from surrounding living tissue) in
the wound bed, and thare wes redness around
tha adges. A wound nurse consult, dated 7/14/11
indicated that the left ankle wound was "coverad
with slough", "tander when palpated”, "wound
border is red", and recommended a physician
cangult. The wound nurss also {indicated that
Resident #193 had no palpable pulees in his/her
feet and the feet were cold. The physician
cansult recommended on 7/14/11 was not
ardered untll 7/19/11, Nuraes’ notes on 7/17(11
Indicate the left .nkis wound to be crater like,

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
- ERE-FORMEECAR RS- RGBS RVIETS : 1
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/AUPPLIERICLIA {%2) MULTIPLE GONSTRUCTION {X3) DATE SU,FE\;EY _
ANR PLAN OF CORRECTION IDENTIFICATION NUMBER: |  COMPLE
A. BUILDING
476020 B. WING 07/20/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE .
) 98 HOSPITALITY DRIVE
BERLIN HEALTH & REHAB CTR BARRE, YT 05641
SUMMARY STATEMENT OF DEFICIENCIES L PROVIOER'S PLAN OF CORREGTION )
: rgfép!ﬂ {EACH DEFICIENCY MUST BE PRECERED BY FULL PREF(X (EACH CORREGTIVE ACTION SHOULD BE =°Mgk$gl°ﬂ
TAG RPGULATORY OR LSC JDENTIFYING (NFORMATION) TAG CROSS-REPERENCED TO THE APPROPRIATE |-
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F 308 | Continued From page @ F 309 ve action:
a scab, and a measurement of 0.7 cm FC3°0"9°° Ve acuon:

; 1. Resident #193 was assessed and no

negative outcomes from this

! alleged deficient practice.

2. Resident #193 was assessed on
7/14/11 bty Certified Wound
Ostomy Nurse and faxed requested
to physician on 7/14 and 7/15 for
furtber vascular consult. On
7/19/11 the physician requested
that we discuss with family first,
on 7/20 family was consulted and
decliped interventions. On 7/21/11 |
Resident #193 was assessed by
Certified Wound Ostomy Nurse
and noted improvement of wound.
Physician assegsed resident #193
again on 7/25/11,

3. All residents with ulcers are at risk.

4, Re-educate licensed nurses
regarding ulcer assessment.

5. Random weekly audits to be
performed by Director of Nursing
and or designee to deteyminc
continued compliance with plan.

6. - Director of Nursing or designee
shall report out to QAA committee
monthly x3 at this time frequency
of further surveillance shall be
determined by committee.

7. Corrective actions shall be
complete by 8/20/2011

FQRM CMS-2567(02-08) Previoua Versjons Ohsalste
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Continued From page 9

deep redness surrounding the area, the wound
bed has yeljow green slough in the canter, and
the resident voiced tenderness during the
dressing change.

During interview on 7/20/11 at 9:30 AM, tha Unit
Manager canfirmed that the Jeft ankle wound had
detariorated in the period from admisslon to the
wound consuft on 7/14/11, nurses documented
skin as intact on the TAR while the rasident had
open wounds, and confirmed that the phyaiclan
consult was not ardered until 5 days after the
recommendation was made by the waund nurse.
During Interview on 7/20/11 at 11:06 AM, the
Direator Of Nursing confirmed that Resldent #193
was nat seen an weekly interdisclplinary wound
rounds until 7/14/11, and canfirmed that the
Resident was admitted with apen wounds,
483.35() FOOD PROCURE,
STORE/PREPAREfSERVE -~ SANITARY

The facliity must -

(1) Procure food from sources approved ar
cansidared satlsfactory by Federat, State or focal
authorities; and

(2) Store, prepare, distribute and ssrve food
under sanitary conditions

This REQUIREMENT is not met as avidenced
by:

Based on absarvation and staff interview, the
facility falled to asaure that dietary staif stored,
prepared, and servad foods under sanitary
canditlons in accordance with acceptable safe

F 30a

F 371

|
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
STATEMENT OF DEFIGIENGIES | (X{) PROVIDER/SUPPLIERICLIA (x2) MULTIPLE CONSTRUGYION o) DATE SURLEY
AND PLAN OF GORRECTION IDENTIFICATIGN NUMEER: A BUILDING

475020 B.WING__ 07/20/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, §TATE, ZIP CODE
88 HOSPITALIYY PRIVE
| BUMMARY STATEMENT OF DEFICIENCIES D * PROVIDER'@ PLAN OF CORRECTION X
REFIX (EACH DFFICIENGY MUY BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ““3:??"”
TaG REGULATORY OR LSC IRENTIFYING (NFORMATION) TAG . caoss%EFEREggg%gg%E APPROPRIATE
F 371 | Cantinued From page 10 o F3n Corrective action:
food handling practices. Findings include: F 371
i 1 identified on kitchen tour
1. Per observation in the kitchen during the initial ! &f:m:; obsemﬁolns resulted in
tour on 7/18/11 at 10:10 AM, the follawing 10 negative outcomes from this
am;slpracﬂces wera noted. , alleged deficient practice.
a. Per observation of the 3 bay manual 2. Ren.“m’;’ dish sink was d::::::“d
dishwashing sink, several pans wera In water in samtaton P'°°°°S/“’}” F Yo B
the second compartmant and per [nterview with immediately on 7/18/11. Ttem
the Food Service Manager on 7/18/11 &t 10:10 was disposed of immediately on
AM, the pans had been soaking since 5:45 AM. 7/18/11. Ttem C were disposed of
| When taated by the Faod Service Manager (FBM) on 7/18/11. Item D, steam table
for adequate amounts of san|tizer in the water, was cleaned and refilled on
the litmus test revealed the water did not contain 7/18/11. Item E was disposed on
enough sanitizer to beiread on the litmus test. 7/18/11. Staffs abserved in the
The Food Service Mariager confirmed the dining room were re-educated
reading, and the sink was drained and the immediately on hand washing.
sanitation process restarted. 3. All residents that consume meals at
the center are at risk.
b. Per observation of the dry goods atorage area, | 4. Re-educate dietaty staff on proper
a farge gallon container of Cesar salad dressing storage, preparation and service of
was ohsarved to be oparied and sitting on the food ur;der sanitary conditions. Re-
shelf and not under refrigeration, The FEM educate staff assisting i the di‘ning
confirmed that the salad dressing should he kapt .
rafrigerated after apening room about proper hand washing.
P ’ 5. Random weekly audits to be
c. Per abgervation, elght pleces of unlabsled performed by Director of Nursing
frasted cake were storsd on the metal rack in the and Dietary Maoager or designee
kitchan. Tha F8M confirmed they were not dated o determine continued compliance
and were to ha disposed of taday. with plan.
6. Director of Nursing and Diemary
d. Per cbservation, the hat steam table contained Manager or designee shall report
water and faod debrls (flice) In the baftom and the out to QAA committee ruonthly x3
water had a "rusty" appearanoe ta it A food at this time frequency of further
service coak indlcated that the steam table was surveillance shall be determined by
turned on at 5:30 AM and it was to be drained ‘commitree.
and sanitized nightly. The FSM confirmed at 7. Corrective actions shall be
10:30 Al that the "rice" was from the dinner complete by 8/20/2011
FORM CM8-2887(02.88) Previaus Varslona Obsolets Event (D! RMBH14 Pacilty (D: 475020 if cantinuation ahest Page 11 of 14
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F 371 Continued Fram page 11 F 371

service the day before and that the steam table
had not been cleaned.

e. Par obervation of the walk in cocler, a 10 ' ‘F%"H pc &Mﬁ»ﬁ?"w[

pound bag of moldy réd oniang was found on the ’ < [ 1 & / I
cooler floor, Tha FBM confirmead the onlons wera N3
moldy and removed them from the cooler. W o> R!

2, Per abservation in the Main Dining Roam on
7/18/11 at 4:00 PM the following areas/practices
were pated:

a. Per obsarvation, a Faod Server was observed
to utilize hister gloved hands to handle tray
tickets from the counter, handle candiment

| packages and retrieve a knifa from a drawer and
then utilize the same glaves to pick up a grilled
chease sandwich and place it on a resldents
plate. The FSM confirmed at 4:22 PM, after
observing the foed server, that the food server
had utllized gloved hands o handle nan- food
ttema and then did not change the gloves before
handling and placing a consumable item on a
resident's plate.

b. Per absanvation in tha main dining room an
7/18/11, Staff #1 was chserved fesding two
residents and was helping with hand held fooda,
touching residents hands and shoulders and
_ | assisting with tableware and food dropped by the
resldents, During thia tima &/he did not glove or
sanltize har hands. Durlng interviaw at 4:45 PM,
the staff member stated that s/he would normally
sanitize hands between resident cantacts hut
didn't have any sanitizer at the table.
F 431 | 483,60(b), (d), (e) DRUG RECORDS, . F 431
8g=n | LABE[/STORE DRUGS & BIQLOGICALS
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The faclity must amploy or abtain the services of
a licensed pharmaciat who establishes a system
of recards of receipt and disposition af ail
controfled drugs in sufficient detaj| to enable an
accurate reconciliation; and detarminas that drug
recards are in order and that an account of all
controlled drugs is maintained and perlodically
reconclied.

Drugs and biclegicals used in the facllity must ha
labaled In accordance with currantly accepted
professional principles, and Include the
appropriate accessory and caultonary
instructions, and the expiration date when
applicable,

In agcordance with Stale and Federal (aws, tha
facllity must stars ail drugs and hislagicals In
lacked compartments under proper temperature
cantrols, and permit only autharized personnel to
have accass to tha keys.

The facllity must provids separataly locked,
permanently affixed compartmants for starags of
controjled drugs finted in Schedule (| of the
Comprehensive Drug Abuse Prevention and
Cantrol Act of 1976 and othar drugs subject ta
abuse, excapt when the facility uses single unit
package drug distribution systems in which tha
gquantity stored is minimal and a missing dose can
"| be readily detaotad.

This REQUIREMENT is not met as evidenced
hy.

Based on observatian, interview, and record
raview, the facility failed to ensure med|catians

F421|

Corrective action:
F431

medications.

1. Resident #8 was assessed and no
negative outcomes from this

| alleged deficient practice.

2. Resident #8 medication was
immediately discarded.

3. Al residents that receive

medications that require

refrigeration are at risk,

Re-educate licensed nurses

regarding proper administration of

5. Random weekly andits to be
performed by Director of Nursing
and or designee to determine
continued compliance with plan.

6. Director of Nursing or designee
shall report out to QAA committee
monthly x3 at this time frequency
of further surveillance shall be
determined by commirttee.

7. Corrective actions shall be
complete by 8/20/2011

FHsi PoC aseepfed
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were discarded after the expiration dates for 1 of
17 residents in the Stage 2 sample (Rssidant #8).
FindIngs Include:

1. Per ohservation on 7/20/11 at 2:00 P.M. the
medication refrigerator located an 'A wing’ of the
faclilty containad one 80 ml, (millfiter) bottle of
Vancomycin {antibiotic) for Resident #8 with the
expiration date of 6/19/11, and one 200 mi. hottle
of Vancomycin for Resident #8 with the expiration
date of 8/24/11. Per review af Resldent #3 s
Medication Administratian Record [MAR], the
regident was scheduled for the Vancamycin (o be
given avery 3 days for the past 2 weeks, and was
now to receive it once weekly for 2 weeks, Per
Interview on 7/20/11 at 2:48 PM, the A wing Unit
Manager (UM) canfirmed that both bottles of
Vancomycin were in use past their explration
dates.

DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED
. QMB NO. (1938-9291
STATEMENT OF D2PICIENCIES {(X1) PROVIDER/BUPRLIER/CLIA {X2) MULTIPLE CONSTRUCTION Oﬂ)ggm félv!’é‘gEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER! - A BUILDI
; . NG
arso0 . [PV 07/2012011
NAM? OF PROVIDER OR 8UPPLIER STREET ADDRESS, CITY, STAVE, 2iP CODE
38 HOSPITALITY DRIVE
BERLIN HEALTH & REHAB CTR BARRE, VT 05641
" SUMMARY BTATEMENT OF DEFICIENCIES w0 PROVIPER'E PLAN OF CORRECTION (XE)
%:fp'& (EACH DEFICIENCY MUBT BE RRECEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHOULD BE ‘ COMPMLETION
TAG REGULATORY OR LSC [DENTIFYING INFQRMATION)  TAG °“°ss‘m’m§§§,% .Tgﬂ GT}‘;}E ARPROPRIATE
F 431 | Cantinued From page 13 F431 )

FORM Clu9-2987(02-49) Pravious Verslans Obsalala

Everf ID: AMBHTY Faclity 1D: 476020 , If cantinunt{on sheat Page 14 of 14



8/17/2811 11:24 8025555555 PAGE ©1/15

| QI Berlin Health and Rehabilitation Center
. ®) 98 Hospitality Drive '
revera  Barre, VT 05641
Enhancing Lives (802) 229-0308 Fax: (802) 223-4864
FAX COVER SHEET
Date: %“ ‘0 h ‘ | Number of Pages:
o1 ' {including cover)

Please deliver the following pages to:

Pﬁm CM/ ‘ From:

Phone:

Fax:

CC:

wessse_ P00 A1e8 Urltaay.

Confidential

The document accompanying this facsimile transmission may be confidential and intended only for the
use of the Individual to whom the transmission is directed. If you are the intended recipient, be aware
that any disclosure copying, distribution or use of the contents of this telecopied information is
prohibited. If you have received this facsimile in error, please notify us by telephone immediately so we
can arrange for the retrieval of the documents at no cost to your office. Thank you for your assistance.



	00000001
	00000002
	00000003
	00000004
	00000005
	00000006
	00000007
	00000008
	00000009
	00000010
	00000011
	00000012
	00000013
	00000014
	00000015
	00000016

